Study selection
Randomised controlled trials (RCTs) of patients with stroke were included if they compared conventional hospital discharge procedures with alternative services that aimed to accelerate patient discharge from hospital by providing rehabilitation and/or physical support in community settings (ie, ESD).
Data extraction
Data were extracted on methods, participants, interventions, and outcomes. Main outcomes were death, place of residence, and physical dependency. Secondary outcomes included, among others, resource outcomes such as length of hospital stay and readmissions. Methodological quality of individual trials was assessed (concealment of allocation, intention to treat analysis, and blinding of outcome assessors).
Main results
Of the 9 trials that met the selection criteria, primary outcome data were only available for 4 (n=757, mean/median age ranged from 71-75 y). 3 trials involved units with a coordinated ESD team, which both planned and provided care, whereas the fourth trial had no coordinated ESD team, with care being planned and provided by a range of community stroke services. All 4 trials had concealed allocation to groups and blinded outcome assessment; follow up ranged from 92% to 98%. Meta-analysis of these 4 trials showed that the ESD and conventional care groups did not differ for death, combined death or institutional care, or combined death or dependency (table) . Patients in the ESD group had a shorter initial hospital stay than the conventional care group (4 trials, n=741, weighted mean difference -15 d, 95% CI -24 to -6), but did not differ for readmissions (2 trials, n=423, 22% v 22%).
Conclusion
In patients admitted to hospital with acute stroke, early supported discharge may reduce length of initial hospital stay, but does not reduce death, combined death or institutional care, or combined death or dependency.
COMMENTARY
Studies of stroke interventions can be broadly classified as clinical interventions or organisational/service interventions. The systematic review by the ESD Trialists illustrates the complexity and challenges associated with the meta-analysis of organisational/service interventions in stroke. No agreed upon definition of ESD exists; however, clear clinical criteria state that ESD should only be considered if a patient with stroke can safely transfer from bed to chair and if a specialist community stroke rehabilitation team is available.
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In order to provide some structure for the different ESD services included in the review, the trials were divided into 3 levels of service intervention: ESD teams, which both coordinated and provided care (n=6), those that coordinated care only (n=2), and those with no ESD coordination (n=1). The authors acknowledged the diversity of these services and included a subgroup analysis (coordinated ESD team/no coordinated ESD team), while recognising that this subdivision may be oversimplistic.
Although reductions in length of initial hospital stay were achieved by ESD services across trials, only a median of 38% of hospitalised patients met the criteria for ESD. Clearly, ESD is suitable for only some stroke patients admitted to hospital, and clinicians applying these findings should be mindful of this point. It was disappointing that the results for patient and carer outcomes and preferences, and for resource use were inconclusive. The authors also noted a lack of information about the effects of ESD services on carer mood and wellbeing. Shepperd and Iliffe 2 noted a greater burden upon carers and little evidence of cost savings with "hospital at home" services. It would be difficult to support the widespread adoption of ESD after stroke without an understanding of the effect this may have upon carers in the community. 
